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Radiographically it is shown by a fine convex line which begins at the right apex and curves downwards and inwards towards the mediastinum to end just below the level of the first costal cartilage in a dense comma-shaped shadow. It consists of a fold, the meso-azygos, composed of two thicknesses of parietal pleura, in the free edge of which lies the vena azygos major.
In anatomical works the accessory lobe of the azygos vein is sometimes called the "lobe of Wrisberg" and recalls the fact that Wrisberg (1778) was the first to describe it. His case also showed an accessory lobe on the left side in relation to the left superior intercostal vein, a finding that has occurred only once again in some fifty cases reported since. From the radiological aspect the comma-shaped shadow at the apex of the right lung was first described by Wessler and Jaches (" Clinical R6ntgenology of Diseases of the Chest," 1923, p. 17) , who suggested that it was due to some congenital abnormality, because of the constancy of its appearance in relation to the right upper lobe. Velde (Forsch. a. d. Geb. d. RYntgenstrahl., 1927, xxxvi, 315) suggested that the line might represent the fissure that cuts off the so-called " azygos lobe " from the rest of the upper part of the right lung. Bendick and Wessler (Am. Journ. Rontgen., 1928, xx, 1) had the good fortune to study post mortem two cases in the skiagrams of whose lungs they had noticed this particular shadow, and were able to show conclusively that the fine convex line marked the boundary of an accessory lobe. On removing the lung from the right pleural cavity the meso-azygos appears as a free transparent curtain hanging from near the top of the pleural vault, and is composed of two layers of parietal pleura, in the free edge of which lies the azygos vein. Where the two layers appose each other they may become joined by fibrous connective tissue, and sometimes even by some adipose tissue. The accessory lobe is supplied by a small branclh of the eparterial bronchus. Had it originated as a primary developmental defect of the lung, its bronchus would have been given off as a separate branch from the right main trunk.
Carri6re, Thomas and Huriez (Gaz. des H6p., 1931, civ, 1333) have given an excellent review of the literature to date, and discuss the etiology of the condition. They suggest that in the fetus the posterior cardinal (the future azygos) vein lies well out from the mid-line on the heads of the ribs. It receives a communicating vein from the upper limb, the posterior marginal, and before the descent of the heart this vein should atrophy and disappear, and allow the posterior cardinal vein to be drawn in a medial and sagittal direction with the descent of the heart in the mediastinum. If this change in the-venous drainage of the upper limb does not take place, the cardinal vein is fixed in a lateral position by the veins of the upper limb. With the traction of the haart in its descent downwards in its later development the vein drags a fold of parietal pleura, and so impinges itself on the lobe of the lung which lies immediately subjacent to it.
Most of the cases that have been reported to date have been observed amongst the tuberculous, whether infants (Debr6 and Mignon, Rev. franc. de pediat., 1930, vii, 143) or adults (L6vy and Cade, Lyon medical, 1931, cxlvii, 513), probably because most skiagrams have been taken for these conditions. In the two cases shown the Mantoux tuberculin reaction was negative. In other cases various other disease processes have affected the lobe, either solely or as the first manifestation of disease, probably because of a defective blood or air supply. At times the lobe, even if not affected by disease, appears denser than the rest of the lung for this reason. On other occasions the meso-azygos has been the seat of disease or effusion. W. B., male, aged 5 years. Bronchopneumonia occurred following measles at age of 18 months. Patient was first seen at the London Hospital at the age of 2 years and his cardiac condition was found on routine examination. Since that time his 150 Proceedings of the Royal Society of Medicine 6 general health has been good. He plays normally without dyspnca, but "goes blue in the face" whenever he gets into a violent temper, which happens frequently. He is said to be ungovernable and delinquent. -Special Reports (Dr. WILLIAM EVANS): Electrocardiogram.-Normal rhythm; "P" wave, QRS complex and " P" wave inverted in lead I; " P" wave in lead II, flat or slightly inverted; QRS complexes aberrant in leads I and II (fig. 1 ).
Dextrocardia with Patent Ductus
Orthodiagram and teleradiogram (fig. 2 ).-Heart enlarged; left ventricle shows a rounded border; pulmonary arc prominent; right auricle enlarged; left auricle probably a little enlarged; barium stream shows epiphrenic curve with convexity to left instead of right side, and gastric curve is similarly reversed. S. W., male, aged 10 years and 6 months. Birth weight 3' lb. Mother died ten days after birth of patient. No other children living; six still-births; three stepsisters and two step-brothers alive and well. Except for measles and bronchitis during infancy, patient's general health has been good. No rash or snuffles noted, though the skin has been very dry and liable to desquamate since birth. Patient was brought to the London Hospital at the age of eight years with complaint of mental backwardness and small stature. At this time he weighed 31 lb., and was the height of a child aged 3. The blood Wassermann reaction was strongly positive; urine showed a cloud of albumin, specific gravity 1020, no blood or casts. Blood-urea, 0 022%, phenolsulphophthalein excretion normal, urea concentration 1 * 14% and 1 62%. He was given six injections of 200 mgm. sulphostab, but owing to the onset of severe dermatitis he was admitted to the Infirmary and failed to re-attend for two years. He has had six weekly injections of sulphostab (150, increasing to 300 mgm.) and bismostab (1 c.c. intramuscularly) since 9.8.32. The blood Wassermann reaction before recommencing treatment was + + ; the cerebrospinal fluid was normal, and its Wassermann reaction negative. On examination.-Weight 41 lb.; height 41 in. (that of a normal boy aged 4Q); circumference of head, 19* in.; chest (nipple level), 23* in. in mid expansion; abdomen (umbilical level), 241 in. Length of upper extremity (acromion process to tip of middle finger), 171 in.; lower extremity (anterior superior iliac spine to heel), 22 in. trunk (manubrium sterni to perineum), 17* in. The proportions tend to be infantile, and though mentally alert and active the patient shows extreme backwardness for his age (e.g. does not know the number of halfpennies in a penny). The upper central incisors are well formed, but not yet fully erupted; two lower central incisors are of Hutchinsonian type; posterior deciduous teeth imperfectly calcified. The skin is uniformly dry and rough; there are dilated veins over the chest and abdomen. Heart and lungs normal. Abdomen prominent; liver edge hard and palpable one finger's breadth below costal margin; spleen not felt; penis
